. Both births (by ages 33-37) and mothers were used as units of analysis.
The proportion of live births in the United States that are unintended is substantial-roughly 38%-and appears to be increasing after two decades of decline. [1] [2] [3] [4] [5] [6] Unintended births are associated with negative health and developmental outcomes for families, women and children, raising concern in both public and academic arenas. 6, 7 As a result, reducing the number of unintended pregnancies and births has been one of the nation' s public health goals. 8 Research examining unintended childbearing has had at least two limitations. First, most studies have used a combination of three indicators: unwanted births, mistimed births and unintended births. Unwanted births are those that occur to women who, at the time of conception, did not want to have any births at any point in the future, while mistimed births are those that occur earlier than desired. Unintended births are those that are either unwanted or mistimed. Unwanted and mistimed births are often distinguished from one another because they frequently refl ect distinct concerns at different points in a woman' s life, and because negative outcomes tend to be more strongly correlated with unwanted than with mistimed births. 7, 9 However, as women have increasingly delayed childbearing, births that take place long before children are desired have become a growing problem. Thus, Pulley and colleagues proposed distinguishing seriously mistimed births-those that are mistimed by at least two years-from births that are only moderately mistimed. 10 Like unwanted births, those that occur two or more years early have been strongly linked with negative outcomes, such as low birth weight and preterm delivery; births that are less seriously mistimed, on the other hand, are only weakly associated with poor outcomes. 10, 11, 12 A second limitation is that virtually all research on unintended childbearing has used births, rather than women, as the unit of analysis. A woman can, however, have more than one unintended birth in her lifetime, a factor that may play a role in national trends. For instance, cohort differences in levels of unintended births may be driven by differences in the proportion of women having such births, by differences in the number of women who have multiple unintended births or by some combination thereof. Thus, looking at unintended births in the context of a woman' s fertility career can aid understanding of unintended childbearing and inform the allocation of prevention resources. For example, an increase across cohorts in the proportion of women having unintended births would suggest that proper use of contraceptives and access to contraceptives and abortion are generalized problems, while a change in unintended fertility among women in a particular demographic or socioeconomic group would point to problems primarily for a subset of the population.
To address these limitations, we use data from the 2002 National Survey of Family Growth (NSFG) to examine levels of unintended childbearing in two cohorts of women to determine whether differences in unintended childbearing across cohorts can best be explained by differences in the overall pool of women at risk of unintended births or by differences in subsequent childbearing among women who have already experienced an unintended birth. Moreover, we look at unintended childbearing as well as two of its most signifi cant components-unwanted births and seriously mistimed births. In addition, we examine differences in these measures among white, black and Hispanic women.
SOCIAL CONTEXTS OF UNINTENDED BIRTHS
The identifi cation of a birth as unintended depends not only on whether the birth is explicitly planned but also on the acceptability or suitability of having a birth in a particular social context. 13, 14 Many important social factors shape a woman' s perceptions about the acceptability of a birth, including her relationship status (married, cohabiting or dating), her education and employment status and prospects, her family and religious background, the availability of social support and the infl uence of her peers. This analysis stratifi es women by age and by race and ethnicity, two important demographic characteristics that historically have been associated with women' s family formation. Therefore, we are not directly measuring factors that cause a woman to identify a birth as intended or not, but rather are distinguishing women by demographic categories that are associated with different stages in the life course, differential access to resources and different cultural contexts. 15, 16 Increases in age at fi rst marriage and in dissolution rates for marriages and cohabiting unions likely contribute to the high rates of unintended births, as well as to racial and ethnic disparities in unintended fertility. 17, 18 Researchers often assume that unintended fertility and nonmarital fertility overlap, 13 and nonmarital births are indeed more likely than marital births to be unintended. 7, 19 However, many nonmarital births are intended: From 1997 to 2002, 58% of births to previously married noncohabiting women, 49% of births to cohabiting women and 35% of births to nevermarried noncohabiting women were intended. Likewise, marital births are not necessarily intended: Twenty-three percent of births to married women during 1997-2002 were unintended. 19 Thus, we study unintended fertility as a phenomenon that is independent of relationship status, although we briefl y explore cohort differences in nonmarital fertility. A full analysis of relationship status is made diffi cult by our focus on unintended fertility over the life course. A woman' s relationship status changes over time, so deciding at what point to measure relationship status presents a logistical issue, especially since we are looking at entire cohorts rather than individual women.
Age and Unintended Births
At its core, the measurement of unintended fertility focuses on the timing (and order) of births. Young women, who are more likely than older women to be childless or to have few children, are relatively unlikely to identify a birth as unwanted, and are more likely to label it mistimed. 2 As women age and reach their ideal family size, they become increasingly likely to label an unexpected or higher order birth unwanted rather than mistimed. 2 More broadly, age helps shape perceptions about the social value and acceptability of childbearing. Strong beliefs surround the appropriate timing and ordering of life course transitions, including childbearing, and these norms have changed over time. [20] [21] [22] However, because some women-particularly those in certain subgroupsare less able than others to realize these norms, the timing and sequencing of childbearing relative to other life events is diverse. 21, 22 For example, while the average age at fi rst birth has risen among women in general during the past several decades, the increase has been smaller among black and Hispanic women than among whites. 23 Examining how the age distribution of unintended, unwanted and seriously mistimed births differs across cohorts can offer insight into women' s understanding of the appropriate age at which to have a birth and how that understanding has changed.
Race and Ethnicity and Unintended Births
As Cavanagh highlights, race and ethnicity is perhaps the most signifi cant demographic stratifi er in the United States and can be thought of both as an individual characteristic that infl uences people' s lives and as a cultural context in which women make decisions. 16 Variations in childbearing patterns across racial and ethnic groups refl ect this perspective. For example, black and Hispanic women have higher rates of teenage and nonmarital fertility than do white women; 24 these differences are reduced, but not eliminated, when a variety of individual-level economic, demographic, life course and family background characteristics are taken into account. [25] [26] [27] Residence in socioeconomically disadvantaged communities, where opportunities and positive role models may be scarce, may promote early and nonmarital childbearing. 28 Thus, early and nonmarital childbearing may be more normativeand less likely to result in disadvantageous maternal and child outcomes-for black and Hispanic women than for white women. 21, 29, 30 Nonetheless, racial and ethnic minorities generally have higher rates of unintended fertility than do whites. 1, 13, 19, 31 Again, racial and ethnic differences in structural and socioeconomic characteristics, as well as differential access to abortion and contraceptives, may explain some of the variation in fertility patterns. However, differences in attitudes toward childbearing and in motivations to use contraceptives are likely important as well.
14 All of these factors may have changed to different degrees across racial and ethnic groups over time; as a result, cohort differences in the distribution of unintended fertility will likely vary by race and ethnicity.
DATA AND METHODS
We use data from the 2002 NSFG, which surveyed 7,643 women aged 15-44; Hispanics and non-Hispanic blacks were oversampled. We focus on women in later stages of their childbearing years. Ideally, we would use multiple cycles of the NSFG to compare different cohorts of women aged 40-44. However, data on the prevalence of unintended fertility from various cycles of the NSFG are inconsistent, sometimes differing to a large degree even among overlapping cohorts from consecutive surveys; changes in survey questions and design across the years may have contributed to these differences. 32 Therefore, we restrict our analysis to one cycle of the NSFG and analyze two birth cohorts of women. The older cohort consists of 1,209 women who were aged 40-44 in 2002 (they were born between 1958 and 1962), and the younger cohort comprises 1,311 women who were aged 33-37 in 2002 (they were born between 1965 and 1969). We limit the analysis to births that occurred up to ages 33-37 (by 1995 for the 1958-1962 cohort and by 2002 for the 1965-1969 cohort); overall, 960 women in the older cohort and 1,017 women in the younger cohort had had at least one birth by this time. Because preliminary analysis suggests that about 85% of births to the 1958-1962 cohort had occurred by ages 33-37, our analysis captures most of women' s childbearing but misses births at the end of the reproductive years, when levels of unwanted births may be disproportionately high.
To examine cohort levels of and differences in unintended, unwanted and seriously mistimed childbearing, we calculate a series of proportions and averages, separately using births and mothers as the unit of analysis.* Additionally, depending on the measure, we look at the relative or absolute differences in these proportions and averages across cohorts. Chi-square and t tests are used to assess the statistical signifi cance of cohort differences. We perform all analyses for the sample as a whole, as well as separately for non-Hispanic white, non-Hispanic black and Hispanic women. Ideally, we would analyze Hispanic women separately by national origin; unfortunately, small sample sizes prevent subdivision of the Hispanic population.
Our measures of intendedness are constructed from responses to a series of NSFG questions. For each of their births, participants were asked "Right before you became pregnant, did you yourself want to have a(nother) baby at any time in the future?" Births for which women responded "no" are classifi ed as unwanted. Women who responded "yes" or "not sure" were then asked whether the birth had occurred sooner than desired, at about the right time or later than desired. Births that were on time or too late are considered intended; those that were too early are labeled mistimed. Women who had had a mistimed birth were asked how many months or years too early the birth had occurred; we classify births that were at least two years too early as seriously mistimed. [10] [11] [12] The validity of retrospective reports on pregnancy and birth intendedness is the subject of considerable academic debate. Certainly, women underreport unintended pregnancies, because many of these pregnancies end in abortions, which are underreported; 33 in fact, the underreporting of abortions is the reason most research on *Our approach is inspired by that of a similar analysis, which found that the proportion of births that occurred outside of marriage increased to a greater degree than the proportion of women who had a nonmarital birth (source: Hoffman SD and Foster EM, Nonmarital births and single mothers: cohort trends in the dynamics of nonmarital childbearing, History of the Family, 1997, 2(3):255-275). unintendedness focuses on births rather than pregnancies. In addition, women probably tend to overreport intendedness in retrospective accounts, because they rationalize their births or feel reluctant to identify a child as unwanted. 13, 34, 35 Nonetheless, most studies have demonstrated that retrospective measures of pregnancy intendedness are not biased.
36,37 Although research has not yet explicitly tested the face validity of the seriously mistimed births classifi cation, the more nuanced defi nition of mistiming (distinguishing between moderately and seriously mistimed births) is likely to better capture the heterogeneity in the meaning of intendedness. 7 
RESULTS

All Women
By the time they were 33-37 years old, 960 women in the earlier cohort had had a total of 1,831 births, and 1,017 women in the later cohort had had 2,219 births. The proportion of births identifi ed as unintended was 34% in the older cohort and 37% in the younger cohort ( Table 1 ). The level of unwanted fertility differed strikingly between cohorts: Fifteen percent of births in the 1965-1969 cohort were unwanted-26% more than the 12% that were unwanted births in the 1958-1962 cohort. The proportion of births that were seriously mistimed did not differ between cohorts. * Examining births by parity reveals two notable fi ndings. First, unintended fi rst births were relatively unlikely to be labeled unwanted; only about a fi fth of unintended fi rst births (7-8% of all births) were unwanted. The rest were mistimed, and more often than not they were seriously mistimed (18-19% of all fi rst births and more than half of all unintended fi rst births). Second, the cohort difference in the proportion of births identifi ed as unintended appears to have been driven by differences in later order (second or subsequent) births. In particular, the proportion of these births that were characterized as unwanted was 30% greater in the 1965-1969 cohort than in the 1958-1962 cohort (21% vs. 16%). In contrast, cohort differences for fi rst births were not statistically signifi cant.
Using mothers as the unit of analysis reveals that 45% of those in the 1958-1962 cohort and 49% of those in the 1965-1969 cohort had had at least one unintended birth (Table 2 ). This marginally signifi cant difference 10 . ‡Means indicate number of unintended births (or number of all births) among women reporting at least one birth in the specifi ed birth history category (any, unintended, unwanted, seriously mistimed). Notes: Data include only births that occurred by ages 33-37. Sum of percentages of women with unwanted and seriously mistimed births does not equal percentage with unintended births, as the latter also includes women with births that are mistimed by less than two years. The numbers of white, black and Hispanic women do not add up to the total number of women because the total includes women of other racial and ethnic groups.
*The sum of the proportions of unwanted and seriously mistimed births does not equal the proportion of unintended births, which also includes births that were mistimed by less than two years. Perspectives on Sexual and Reproductive Health appears to have been driven by the proportion of mothers who had had at least two unintended births, which is higher in the younger cohort than in the older one (20% vs. 16%). Among women who had had at least one unintended birth, more than a third (36-41%) went on to have another such birth. The proportion of mothers reporting unwanted births was greater in the younger cohort than in the older one (22% vs. 17%), while the proportion reporting seriously mistimed births was similar in the two (20-22%).
The mean number of unintended births was 0.7 among mothers in the 1958-1962 cohort and 0.8 among those in the 1965-1969 cohort; this 13% difference was marginally signifi cant. In both cohorts, women with at least one unintended birth had had an average of 1.6 unintended births overall, and those with at least one unwanted birth had had about two unintended births overall. Average total fertility declined slightly across the two cohorts, and unintended fertility contributed to higher overall fertility in both cohorts. For example, in the 1965-1969 cohort, women reporting at least one unwanted birth had had 3.0 births, on average, while the full sample of mothers had had an average of 2.3 births (p<.001).
Consistent with prior research, women tended to label a birth unwanted at higher parities and mistimed at lower parities, with little difference across cohorts. For example, in the 1958-1962 cohort, women who had had a fi rst unwanted birth had already had 2.0 children, on average, whereas those who had had a fi rst seriously mistimed birth had already had 1.2 children ( Table 3 ). The average age across all unintended births was greater for the younger cohort than for the older cohort. Notably, the average age at a fi rst seriously mistimed birth and at all seriously mistimed births increased by more than a year across cohorts. This fi nding, in combination with the lack of a signifi cant difference in maternal age for unwanted births, suggests that the ideal age window for a birth narrowed somewhat across cohorts.
Some of the disparity in age at fi rst seriously mistimed birth may have been driven by cohort differences in relationship status. Eighty-three percent of women in the 1958-1962 cohort had married by age 33, whereas 79% of those in the younger cohort had done so (not shown). Additionally, by age 33, 24% of women in the 1958-1962 cohort had had a nonmarital birth, compared with 30% of women in the 1965-1969 cohort. An increase in the proportion of births that were to cohabiting couples, from 5% to 11%, accounted for most of the difference between the two cohorts in nonmarital births. One might expect cohort differences in relationship status to be particularly associated with changes in levels of mistimed births, but we observed no differences in the occurrence of seriously mistimed or repeated seriously mistimed births (Tables 1  and 2 ). Instead, the cohorts differed in the proportions of unwanted births and later order births, and these births are less likely than fi rst births to be affected by changes in union formation across cohorts.
Racial and Ethnic Variation
Four key points emerge from our examination of racial and ethnic variation in childbearing intentions. First, the proportion of births that were unintended or unwantedas well as the proportion of parous women who had such births-was highest among black women and lowest among white women.* For example, in the 1965-1969 cohort, 32% of births to black women were unwanted, compared with 19% of those to Hispanic women and 10% of those to white women (Table 1) , and 45% of black women had had an unwanted birth, compared with 25% of Hispanics and 15% of whites (Table 2 ). More than one-fi fth (22%) of fi rst births among black women in the 1965-1969 cohort were unwanted, compared with 12% of those in the earlier cohort and 5% of those among white women in both cohorts. In addition, the proportion of births that were seriously mistimed was highest among black women. Second, repeat unintended childbearing differed by race and ethnicity in both cohorts. For example, in the 1965-1969 cohort, 15% of white mothers had had two or more unintended births, compared with 22% of Hispanic mothers and 40% of black mothers (Table 2) . Similarly, 22% of white women who had ever had an unwanted birth went on to have another unwanted birth, compared with 37% of Hispanic women and 43% of black women.
Third, cohort differences in intendedness varied by race and ethnicity, particularly for repeat unwanted childbearing. For example, the proportion of births that were unwanted among black women was 58% higher in the younger cohort than in the older one (32% vs. 21%; Table 1 ), and the proportion of black mothers who had had at least one unwanted birth was 42% greater in the 1965-1969 cohort than in the 1958-1962 cohort (45% vs. 32%; Table 2 ). The fact that the relative change is smaller when the unit of analysis is women rather than births indicates an increased tendency across cohorts for repeat unwanted childbearing among black women. Particularly striking is the 94% difference in the proportion of black mothers who experienced two or more unwanted births: 19% in the 1965-1969 cohort, compared with 10% in the earlier cohort.
Among white women, the pattern across cohorts looks very different. Although the proportion of white mothers reporting one unwanted birth was 35% greater in the 1965-1969 cohort than in the 1958-1962 cohort (a marginally signifi cant difference), the proportion reporting multiple unwanted births did not differ between cohorts. In fact, among white mothers who had had at least one unwanted birth, the proportion who went on to have another appeared to be 35% smaller in the 1965-1969 cohort than in the 1958-1962 cohort (22% vs. 34%), although this difference was only marginally signifi cant. Among Hispanic women, we see some evidence of higher levels of repeat unwanted childbearing in the more recent cohort, although this difference did not reach statistical signifi cance. For the entire sample, the proportion of women who had two or more seriously mistimed births did not differ between cohorts, suggesting that women have not become more likely to have multiple births substantially earlier than desired.
Among black and Hispanic women, the average number of unintended births differed between cohorts. For instance, the overall numbers of unintended births among black and Hispanic mothers were, respectively, 35% and 28% greater in the 1965-1969 than in the 1958-1962 cohort (Table 2) . Among black mothers who had ever had an unintended birth, the total number of unintended births was 13% higher in the 1965-1969 cohort than in the earlier cohort. Among Hispanic mothers who had ever had an unwanted or seriously mistimed birth, the total number of unintended births was 27-31% greater in the 1965-1969 cohort than in the 1958-1962 cohort. No differences between cohorts were evident among white women in the average number of unintended births for any intendedness category. Interestingly, for the entire sample, total fertility differed between cohorts for three of the four birth history categories, and these differences were driven entirely by white mothers. In this group, the average number of births declined by 14% (from 2.4 to 2.1), and the average number of births among women who had at least one unintended birth by 12%. In general, racial and ethnic differences in birth intendedness were larger in the 1965-1969 cohort than in the earlier cohort.
Lastly, differences between cohorts in average age and parity at birth varied by race and ethnicity. White women in the 1965-1969 cohort had been an average of almost two years older than those in the 1958-1962 cohort at the time of a seriously mistimed birth (22.3 vs. 20.4); average age at the time of an unwanted birth did not differ between cohorts (Table 3) . Among black women, the reverse was true: The average age at the time of an unwanted birth was two years younger for the 1965-1969 cohort than for the 1958-1962 cohort, but average age for seriously mistimed births was similar in the two cohorts. These disparities exacerbated the black-white difference in the average age at which unwanted and mistimed births occur. In general, mistimed and unwanted births occurred somewhat later in the life course for white women than for black (and Hispanic) women, particularly in the younger cohort.
DISCUSSION
The results demonstrate that examining unintended childbearing at the level of the woman, in addition to the level of the birth, contributes an important element to our understanding of unintended childbearing. Consistent with prior studies, we found that the proportion of births identifi ed as unintended was high and appears to have been even greater in the more recent of our two cohorts of women. Moreover, the prevalence of repeat unintended childbearing was also high, again especially among the more recent cohort.
Although societal trends in nonmarital childbearing are important, they probably do not explain all of the differences between cohorts in unintended fertility. The differences may in part refl ect cohort disparities in desired family size, as well as decreases in women' s ability or *Chi-square tests demonstrate that all of the racial and ethnic differences discussed are statistically signifi cant.
desire to regulate fertility, particularly among those who have had an unintended birth. The proportion of sexually active women not using contraceptives has increased over time, and only 89% of fertile, sexually active women who do not want to become pregnant use contraceptives.
38,39
The resolution of pregnancies among women not using contraceptives appears to have changed as well, as the proportion of unintended pregnancies ending in abortion has declined.
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Our fi ndings highlight substantial racial differences in unintended childbearing-differences that were larger in the more recent cohort than in the earlier one. Consistent with earlier work, we found that black women had the highest levels of unintended childbearing, particularly unwanted births, whereas white women generally had the lowest. Additionally, we found that repeat unintended childbearing was highest among black women; 40% of black women in the 1965-1969 cohort had two or more unintended births, and 19% had at least two unwanted births. Repeat unwanted childbearing increased between cohorts among black women, but not among white women.
Several demographic trends and other factors may be contributing to these disparities. In recent decades, income inequality has increased, and women from lower income families are increasingly likely to experience single parenthood and divorce. 41 In addition, marriage rates have declined more among black women than among white women. 17 Black women also have lower rates of contraceptive use than do other women; the discrepancy may be greater among younger women than among older women because of decreases in funding for Title X-supported programs, which help provide contraceptives to low-income women (who are disproportionately black). 42, 43 The fact that racial disparities were greater for unwanted births than for seriously mistimed births suggests that ideal family size has decreased among black women. For a variety of reasons-including low rates of marriage and longterm nonmarital unions, work obligations, and the welfare system' s time limits on eligibility and caps on benefi ts for additional children-young black women today may want fewer children than their predecessors did.
14 Our analysis found that although the average number of births to black mothers did not differ between cohorts, the average number of unintended births to black mothers was substantially larger for the more recent cohort. This may indicate that fertility ideals are changing more rapidly than reproductive behavior.
The proportion of fi rst births considered unwanted among black women in the 1965-1969 cohort (22%) was higher than that among black women in the earlier cohort (12%) or among white women in either cohort (5%). Additionally, these unwanted births appear to have occurred at younger ages. While a high proportion of black women actually may not want children at any time (perhaps for the reasons listed above), these fi gures also suggest the need to continue refi ning the measurement of childbearing intentions. The literature on unintended fertility is suffused with concerns over the measurement of intentions. Some research suggests that intentionality or planning status may refl ect only one dimension of childbearing wantedness and that other aspects-such as effi cacy, affect or strength of intentions-may be just as important to measure and document. 34, 35, 44, 45 Moreover, results of qualitative work suggest that such terms as "intended," "unintended," "wanted," "unwanted," "planned" and "unplanned" may have different meanings for different groups of women and may not be relevant for women in certain contexts. 45, 46 For example, Edin and colleagues found that in low-income populations, children are often considered a natural by-product of being in a serious relationship. 45 Also, for some men and women, continued use of contraceptives in a serious relationship is an indicator of mistrust. These beliefs, coupled with the high social value of children among low-income women in particular, can lead to ambivalence in reports of pregnancy or childbearing intentions.
45,46
Limitations
We were unable to directly track changes over time because of differences in the measurement of childbearing intentions between cycles of the NSFG. In addition, restricting our analysis to births before ages 33-37 may have distorted comparisons; if women in the 1965-1969 cohort postponed childbearing to a greater extent than women in the 1958-1962 cohort did, we missed more births in the younger cohort than in the older one. Our fi nding that the proportion of births that were unwanted was larger in the younger cohort than in the older cohort is all the more striking given this possibility. However, the larger concentration of unwanted and unintended fertility in the younger cohort may be infl ated if births after age 37 are more likely than earlier births to be intended. In addition, accuracy of recall may have impacted the results; women aged 33-37 in 2002 were reporting about more recent births than were women aged 40-44.
Another potential issue related to accuracy of reporting concerns using women rather than births as the unit of analysis. The NSFG asks questions about all births and intendedness in one sequence (rather than asking about different births at different points in the survey), and women who label one birth unintended may have a tendency to label all births unintended, although this would not explain why repeat unintended childbearing increased over time. Measures such as planning status, feelings of happiness about the pregnancy and fertility intentions with specifi c partners provide a more comprehensive understanding of attitudes regarding pregnancy and childbearing, but data limitations precluded their inclusion in this analysis. Although the NSFG includes questions concerning a woman' s happiness about each pregnancy, respondents are asked only about pregnancies in the three years preceding each survey.
Finally, we reiterate that our analysis examined births, not pregnancies. Unintended births represent a subset of unintended pregnancies-those that were carried to term. Cohort differences in unintended childbearing may refl ect differences in levels (or the identifi cation) of unintended pregnancies or in women' s ability or desire to terminate unintended pregnancies. We could not distinguish between these possibilities in our analyses, although the decrease in abortion mentioned earlier may explain some of the differences.
Conclusion
Situating unintended childbearing within a woman' s reproductive career is an important consideration if we are to understand why levels of unintended childbearing appear to be increasing-or at the very least remaining stable and high-despite public health and policy efforts to the contrary. Future work on trends in childbearing intentions needs to consider not just why more (or fewer) births are characterized as unintended, unwanted or seriously mistimed, but why more (or fewer) women are having repeat unintended, unwanted or seriously mistimed births.
Our results suggest that attempts to reduce unintended childbearing might benefi t from a multipronged approach. We need to continue population-wide efforts to help all women avoid unintended pregnancy. More attention needs to be paid to addressing the antecedents of unintended pregnancy, both sexual (e.g., sexual beliefs, attitudes and behaviors, and access to and use of contraceptives and reproductive health services) and nonsexual (e.g., school performance, belief in the future, risk-taking behavior, poverty and social disorganization). 47 In addition, interventions should take into account the different types of unintended pregnancy. For instance, programs to reduce seriously mistimed childbearing among young women might promote abstinence along with the effective use of reversible contraceptives such as condoms and hormonal methods, whereas efforts to limit unwanted fertility might best target women who already have children, and might promote long-acting or permanent contraceptive choices, such as the IUD or sterilization.
However, intervention efforts also need to pay greater attention to identifying women who have already experienced an unintended birth, as such women appear to be at high risk of having subsequent unintended pregnancies. We might encourage practitioners to inquire, as sensitively and respectfully as possible, whether patients were trying to conceive when they became pregnant; if the pregnancy was unplanned, practitioners could then offer contraceptive counseling.
The differences between cohorts in levels of unintended childbearing (especially unwanted childbearing among black women) and repeat unintended childbearing are troubling, particularly as racial and ethnic differences in childbearing intentions appear to be growing. To help reverse these trends, further research is needed to determine the causes and implications of differences across cohorts and across racial and ethnic groups. Some public policies and legislative changes of the past two decades, such as promotion of abstinence-only education and enactment of new restrictions on abortion, may be resulting in increased unintended childbearing. However, it seems unlikely that the political environment alone is responsible. Changing social mores toward nonmarital and unintended pregnancy and childbearing, as well as an easing of the confl ict between work and family, may be encouraging more women to carry unintended pregnancies to term.
Finally, additional research is needed to explore why unwanted childbearing among black women was greater in the younger than in the older cohort. Some of the difference undoubtedly refl ects declining access to publicly funded contraceptive and abortion services. However, the decisions that black women make about sex, contraception and fertility may differ from those of white or Hispanic women; minority status and poverty may interact to form an environment in which the attitudes and beliefs regarding relationships and childbearing in low-income black communities contrast with those of women in other segments of society. 48 Moreover, black women' s ideal fertility preferences may be changing, perhaps faster than their fertility behavior. Further exploration of these issues is vital to efforts to craft effective public policy.
